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5221.0100 DEFINITIONS.

Subpart 1. Scope. The following terms have the meanings given in this chapter
unless the context clearly indicates a different meaning.

Subp. la. Ambulatory surgical center. “Ambulatory surgical center” means a
distinct entity that operates exclusively for the purpose of providing surgical services to
patients not requiring hospitalization and is accredited by Medicare or is an outpatient
surgical center as defined in part 4675.0100, subpart 8, and licensed by the Minnesota
Department of Health.

Subp. 1b. Appropriate record. “Appropriate record” is a legible medical record or
report which substantiates the nature and necessity of a service being billed and its
relationship to the work injury.

Subp. 2. Bill or billing. “Bill” or “billing” means a provider’s statement of charges
and services rendered for treatment of a work related injury.

Subp. 3. Charge. “Charge” means the payment requested by a provider on a bill
for a particular service. This chapter does not prohibit a provider from billing usual and
customary charges which are in excess of the amount listed in the fee schedule.

Subp. 4. Code. “Code” means the alphabetic, numeric, or alphanumeric symbol
used to identify a specific health care service, place of service, or diagnosis as follows:
A. “Billing code” means a procedure code as defined in item F plus any
applicable modifiers as defined in subpart 10a. A billing code is used to identify a
specific health care service, article, or supply for billing purposes.

B. “CPT code” means a numeric code included in the Current Procedural
Terminology Coding System manual, incorporated by reference in part 5221.0405, item
D. A CPT code is used to identify a specific medical service, article, or supply.

C. “HCPCS code” means a numeric or alphanumeric code included in the
United States Health Care Financing Administration’s Common Procedure Coding
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System. An HCPCS code is used to identify a specific medical service, article, or
supply. HCPCS level I codes are the numeric CPT codes listed in the CPT manual,
incorporated by reference in part 5221.0405, item D. HCPCS level II codes are
alphanumeric codes created for national use. HCPCS level 1II codes are alphanumeric
codes created for statewide use. HCPCS level II and level 1II codes are listed in the
HCPCS manual, incorporated by reference in part 5221.0405, item E.

D. “ICD-9-CM code” means a numeric code included in the International
Classification of Diseases, Clinical Modification manual, incorporated by reference in
part 5221.0405, item A. An ICD-9-CM code is used to identify a particular medical or
chiropractic diagnosis.

E. “Place of service code” means the code used to identify the type of facility
and classification of service as inpatient or outpatient service on the HCFA 1500 claim
form or the Uniform Billing Claim Form (UB-92 HCFA 1450), incorporated by
reference in part 5221.0405, items B and C.

F. “Procedure code” means a numeric or alphanumeric code used to identify
a particular health care service. Procedure codes used in this chapter include CPT
codes, HCPCS codes, revenue codes, dental codes, and prescription numbers.

G. “Revenue code” means a numeric or alphanumeric code included in the
UB-92 manual, incorporated by reference in part 5221.0405, item G. Revenue codes
are used in institutional settings such as hospitals to identify an individual or group of
medical services, articles, or supplies.

Subp. 5. Commissioner. “Commissioner” means the commissioner of the Depart-
ment of Labor and Industry.

Subp. 6. Compensable injury. “Compensable injury” means an injury or condition
for which a payer is liable under Minnesota Statutes, chapter 176.

Subp. 6a. Conversion factor. “Conversion factor” means the dollar value of the
maximum fee payable for one relative value unit of a compensable health care service
delivered under Minnesota Statutes, chapter 176.

Subp. 6b. Division. “Division” means the Workers’ Compensation Division of the
Department of Labor and Industry.

Subp. 6¢c. Emergency care. “Emergency care” means those medical services that
are required for the immediate diagnosis and treatment of medical conditions that, if
not immediately diagnosed and treated, could lead to serious physical or mental
disability or death, or that are immediately necessary to alleviate severe pain. Emergen-
cy treatment includes treatment delivered in response to symptoms that may or may
not represent an actual emergency, but is necessary to determine whether an emergen-
Cy exists.

Subp. 7. [Repealed, 18 SR 1472]
Subp. 8. [Repealed, 18 SR 1472]

Subp. 9. Injury. “Injury” is as defined in Minnesota Statutes, section 176.011,
subdivision 16 as a “personal injury.”

Subp. 10. Medical fee schedule. “Medical fee schedule” means the list of codes,
service descriptions, and corresponding dollar amounts allowed under Minnesota
Statutes, section 176.136, subdivisions 1 and 5, and parts 5221.4000 to 5221.4070.

Subp. 10a. Modifier. “Modifier” means a two-digit number or two-letter symbol
that is added to a procedure code to indicate that the service rendered differs in some
material respect from the service as described in this chapter or in the CPT or HCPCS
manual in effect on the date the service was rendered. Only those modifiers listed and
described in the CPT or HCPCS manual in effect on the date the service was rendered
may be used. Applicable modifiers must be used with a procedure code, even if the
modifier has no effect on the payment level.

Subp. 11. Payer. “Payer” refers to any entity responsible for payment and
administration of workers’ compensation claims under Minnesota Statutes, chapter 176.
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Subp. 1la. Physician. “Physician” means a person who is authorized by law to
practice the medical profession within the United States, is in good standing in the
profession, and includes only those persons holding the degree D.O. (Doctor of
Osteopathy) or M.D. (Doctor of Medicine), as defined in Minnesota Statutes, sections
176.011, subdivision 17, and 176.135, subdivision 2a.

Subp. 12. Provider. “Provider” is as defined in Minnesota Statutes, section
176.011, subdivision 24.

Subp. 13. [Repealed, 18 SR 1472]
Subp. 14. [Repealed, 18 SR 1472]

Subp. 14a. Relative value unit or RVU. “Relative value unit” or “RVU” means the
numeric value assigned to a health care service or procedure to represent or quantify
its worth, as compared to a standard service.

Subp. 15. Service or treatment. “Service” or “treatment” means any procedure,
operation, consultation, supply, product, or other thing performed or provided for the
purpose of curing or relieving an injured worker from the effects of a compensable
injury under Minnesota Statutes, section 176.135, subdivision 1.

Statutory Authority: MS s 175.171; 176.101; 176.135; 176.1351; 176.136; 176.231;
176.83

History: 9 SR 601; 13 SR 2609; 15 SR 124; 18 SR 1472; 25 SR 1142

5221.0200 AUTHORITY.

This éhapter is adopted under the authority of Minnesota Statutes, sections
175.171; 176.101, subdivision 3e; 176.135, subdivisions 2 and 7; 176.136; 176.231; and
176.83.

Statutory Authority: MS s 175.171; 176.101: 176.135; 176.136; 176.231; 176.83
History: 9 SR 601; 13 SR 2609, 18 SR 1472

5221.0300 PURPOSE.

This chapter is intended to prohibit health care providers treating employees with
compensable injuries from receiving excessive reimbursement for their services. This
chapter defines the payer’s maximum liability for medical services, articles, and
supplies. This chapter also governs health care provider communication with parties;
required reporting of medical, disability, and billing information under Minnesota
Statutes, chapter 176; change of health care provider; and criteria for determining,
serving, and filing maximum medical improvement.

Statutory Authority: MS s 175.171; 176.101; 176.135; 176.136; 176.231; 176.83
History: 9 SR 601; 13 SR 2609; 18 SR 1472

5221.0400 SCOPE.

The following are subject to this chapter: all entities responsible for payment and
administration of medical claims compensable under Minnesota Statutes, chapter 176;
providers of medical services or supplies for compensable injuries under Minnesota
Statutes, section 176.135, subdivision 1; and employees as defined in Minnesota
Statutes, section 176.011, subdivision 9. This chapter shall be applied in all relevant
determinations made by compensation judges at the department and the Office of
Administrative Hearings, and by the commissioner.

Statutory Authority: MS s 175.171; 176.101; 176.135; 176.136; 176.231; 176.83
History: 9 SR 601; 13 SR 2609; 18 SR 2545

5221.0405 INCORPORATIONS BY REFERENCE.

The following documents are incorporated by reference to the extent cited in this
chapter. Many of these documents may be accessed through the Internet by contacting
the organization listed.
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A. The International Classification of Diseases, Clinical Modification, 9th
revision, 1991 (ICD-9-CM). It is subject to frequent change. It is published by the
United States Department of Health and Human Services, Health Care Financing
Administration, and may be purchased through the Superintendent of Documents,
United States Government Printing Office, Washington, D.C. 20402. It is available
through the Minitex interlibrary loan system.

B. The Federal Health Care Financing Administration claim form
(HCFA-1500)(U2)(12-90), and any subsequent revisions. It is not subject to frequent
change. It is developed by the United States Department of Health and Human
Services, Health Care Financing Administration, and may be purchased through the
Superintendent of Documents, United States Government Printing Office, Washington,
D.C. 20402, telephone number (202) 512-1800. It is available through the Minitex
interlibrary loan system.

C. The Uniform Billing Claim form (UB-92, HCFA-1450) developed by the
National Uniform Billing Committee, and any subsequent revisions. The federal Health
Care Financing Administration determines the standards for printing this form. It is not
subject to frequent change. It may be purchased from local commercial business office
supply stores. It is available through the Minitex interlibrary loan system.

D. The Physician’s Current Procedural Terminology, (CPT manual) 4th
edition, 1998, 1999, 2000, and any subsequent revisions. CPT codes are subject to
frequent change. They are published by and may be purchased from the American
Medical Association, Order Department: OP054196, P.O. Box 10950, Chicago, Illinois
60610. They are available through the Minitex interlibrary loan system.

E. The alphanumeric HCFA Common Procedural Coding System (HCPCS
manual), January 1998, 1999, and 2000 editions, and any subsequent revisions. It is
subject to frequent change. It is published by the HCPCS subcommittee of Minnesota
under the authority of the federal Health Care Financing Administration and may be
purchased from Minnesota’s Bookstore, (651) 297-3000 or (800) 657-3757. It is
available through the Minitex interlibrary loan system.

F. Minnesota Standards for the Use of the HCFA 1500 Claim Form, third
edition effective October 1, 1998, as referenced in the August 31, 1998, edition of the
State Register, and any subsequent revisions adopted by the Department of Health
under Minnesota Statutes, sections 62J.52 and 62J.61. It is subject to frequent change.
It is published by the Administrative Uniformity Committee in conjunction with the
Department of Health pursuant to Minnesota Statutes, sections 62J.52 and 62J.61. It
may be purchased from Minnesota’s Bookstore, (651) 297-3000 or (800) 657-3757. It is
available through the Minitex interlibrary loan system.

G. The Manual for the Standards of Use of the UB-92 (HCFA 1450) form,
1994, and any subsequent revisions adopted by the Department of Health pursuant to
Minnesota Statutes, sections 62J.52 and 62J.61. It is subject to frequent change. It is
developed by the National Uniform Billing Committee and the Minnesota Uniform
Billing Committee and published in conjunction with the Department of Health
pursuant to Minnesota Statutes, sections 62J.52 and 62J.61. It may be purchased from
the Minnesota Hospital and Health Care Partnership, (651) 641-1121. It is available
through the Minitex interlibrary loan system.

Statutory Authority: MS s 175.171; 176.101; 176.135; 176.1351; 176.136; 176.231;
176.83
History: 18 SR 1472, 20 SR 530; 25 SR 1142

5221.0410 REQUIRED REPORTING AND FILING OF MEDICAL INFORMATION,. .

Subpart 1. Scope. This part prescribes information the health care provider is
required to submit to the employer, insurer, or commissioner. This part does not
preclude any party or the commissioner from requesting supplementary reports from
the health care provider under Minnesota Statutes, section 176.231, subdivision 4.

Subp. 2. Health care provider report. Within ten days of receipt of a request for
information on the prescribed health care provider report form from an employer,



511 FEES FOR MEDICAL SERVICES 5221.0410

insurer, or the commissioner, a health care provider must respond on the report form
or in a narrative report that contains the same information requested on the form.

The health care provider’s report form prescribed by the commissioner must
include the information required by items A to M:

A. information identifying the employee and employer, and insurer, if known;

B. date of first examination for this injury or disease by the health care
provider;

C. diagnosis and appropriate ICD-9-CM diagnostic codes for the injury or
disease;

D. history of the injury or disease as given by the employee;

E. the relationship of the injury or disease to employment activities;

F. information regarding any preexisting or other conditions affecting the
employee’s disability;

G. information about future treatment including, but not limited to, hospital
admission, surgery, or referral to another doctor;

H. information regarding any surgery that has been performed,;

I. information regarding the employee’s ability to work, any work restrictions,
and dates of disability;

J. information regarding the employee’s permanent partial disability rating, in
accordance with subpart 4; .

K. information regarding whether the employee is unable to return to former
employment for medical reasons attributed to the injury;

L. information regarding maximum medical improvement in accordance with
subpart 3; and

M. signature of health care provider, license or registration number, and
identification information. .

Subp. 3. Maximum medical improvement. For injuries occurring on or after
January 1, 1984, or upon request for earlier injuries, the health care provider must
report to the self-insured employer or insurer, maximum medical improvement, when
ascertainable, on the health care provider report form or in a narrative report.
“Maximum medical improvement” is a medical and legal concept defined by Minnesota
Statutes, section 176.011, subdivision 25.

A. For purposes of subitems (1) and (2), “the employee’s condition™ includes
the signs, symptoms, physical and clinical findings, and functional status that character-
ize the complaint, illness, or injury. “Functional status” means the ability of an
individual to engage in activities of daily life and vocational activities. Except as
otherwise provided in item B:

(1) In determining maximum medical improvement, the foliowing factors
shall be considered by the health care provider as an indication that maximum medical
improvement has been reached:

_ (a) there has been no significant lasting improvement in the employ-
ee’s condition, and significant recovery or lasting improvement is unlikely, even if there
is ongoing treatment;

(b) all diagnostic evaluations and treatment options that may reason-
ably be expected to improve or stabilize the employee’s condition have been exhausted,
or declined by the employee;

(c) any further treatment is primarily for the purpose of maintaining
the employee’s current condition or is considered palliative in nature; and
(d) any further treatment is primarily for the purpose of temporarily
or intermittently relieving symptoms.
(2) The following factors should be considered by the health care
provider as an indication that maximum medical improvement has not been reached:



5221.0410 FEES FOR MEDICAL SERVICES 512

(a) the employee’s condition is significantly improving or likely to
significantly improve, with or without additional treatment;

(b) there are diagnostic evaluations that could be performed that
have a reasonable probability of changing or adding to the treatment plan leading to
significant improvement; or

(c) there are treatment options that have not been applied that may
reasonably be expected to significantly improve the employee’s condition.

B. This item applies to musculoskeletal injuries that fall within any category
under parts 5223.0070, 5223.0080, 5223.0110 to 5223.0150, and 5223.0170 for dates of
injury before July 1, 1993, and that fall within any category under parts 5223.0370 to
5223.0390 and 5223.0440 to 5223.0550 for dates of injury on or after July 1, 1993. When
more than one year has elapsed since the date of a musculoskeletal injury that falls
within any of the above categories, the only factors in determining maximum medical
improvement shall be whether a decrease is anticipated in the employee’s estimated
permanent partial disability rating or a significant improvement is anticipated in the
employee’s work ability as documented on the report of work ability described in
subpart 6. If medical reports show no decrease in the employee’s estimated permanent
partial disability or no significant improvement in the employee’s work ability in any
three-month period later than one year after the injury, the employee is presumed to
have reached maximum medical improvement. This presumption can only be rebutted
by a showing that a decrease in the employee’s permanent partial disability rating or
significant improvement in the work ability has occurred or is likely to occur beyond
this three-month period. The medical reports relied upon as establishing maximum
medical improvement under this item must be served on the employee in accordance
with item C.

This item applies only to injuries of the musculoskeletal system, except where the
injury is a spinal cord injury resulting in permanent paralysis, a head injury with loss of
consciousness, or where surgery has been performed within the previous six months. In
these cases, the factors listed in item A shall be used to determine maximum medical
improvement.

C. If the employer or insurer does not serve a notice of intention to
discontinue benefits or a petition to discontinue benefits under Minnesota Statutes,
section 176.238, at the same time a narrative maximum medical improvement report is
served, then the report must be served with a cover letter containing the information in
subitems (1) to (6). Serving the cover letter with the maximum medical improvement
report does not replace the notice of intention to discontinue benefits or petition to
discontinue benefits required by Minnesota Statutes, section 176.238. The cover letter
must include:

(1) information identifying the employee by name, social security number,
and date of injury;

(2) information identifying the employer and insurer;
(3) the date the report was mailed to the employee;

(4) a statement that the attached report indicates that in the opinion of
the health care provider, the employee reached maximum medical improvement by the
specified date or an explanation that the attached reports indicate the employee has
reached maximum medical improvement under the circumstances specified in item B,

(5) the definition of maximum medical improvement as defined by
Minnesota Statutes, section 176.011, subdivision 25; and

(6) the statement: “There may be an impact on your temporary total
disability benefits. If we propose to stop your benefits, a notice of discontinuance of
benefits will be sent to you first. If you have any questions concerning your benefits or
maximum medical improvement, you may call the claims person at ................
or the workers’ compensation division at ............. ... (specify telephone num-
bers).” :
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Subp. 4. Permanent partial disability. The health care provider must render an
opinion of permanent partial disability when ascertainable, but no later than the date of
maximum medical improvement. The rating must be reported on the health care
provider report form or in a narrative report. In making a rating of permanent partial
disability, the health care provider must specify any applicable category of the
permanent partial disability schedule in effect for the employee’s date of injury. If a
zero rating is appropriate, this rating must also be reported.

The health care provider may refer the employee to another health care provider
for an opinion of the employee’s permanent partial disability rating if the primary
health care provider feels unable to make the determination in complicated cases
involving impairments to more than one body part or multiple citations under the
permanent partial disability schedule. In such cases, the treating provider must be
available for consultation with the evaluating provider, and must make all relevant
medical records available, without charge to the payer. The evaluating provider is
entitled to reimbursement from the payer for a consultation as limited by the medical
fee schedule.

Subp. 5. Required reporting to division. For those injuries that are required to be
reported to the division under Minnesota Statutes, section 176.231, subdivision 1, the
self-insured employer or insurer or third-party administrator shall file with the division
the health care provider report form prescribed in subpart 2 or a narrative report that
indicates that the employee has reached maximum medical improvement, or that
indicates a preliminary or final permanent partial disability rating. The commissioner
shall, by written request under Minnesota Statutes, section 176.231, subdivisions 3 and
7, require the filing of the health care provider report at additional times as necessary
to monitor compliance with Minnesota Statutes, chapter 176, in accordance with
Minnesota Statutes, sections 176.231, subdivision 6, and 176.251. All reports filed under
this subpart must include the appropriate ICD-9-CM diagnostic codes for the injury or
disease.

Subp. 6. Report of work ability. Each primary health care provider as defined in
part 5221.0430, subpart 1, must complete and submit to the employee a report of work
ability. A health care provider providing service under the direction or prescription of
another provider is not required to complete a report of work ability.

A. For all work injuries, the primary health care provider must complete a
report of work ability within ten days of a request by an insurer or at the intervals
stated in subitems (1) to (3), unless there are no restrictions or the restricuons are
permanent and have been so indicated in a report of work ability:

(1) every visit if visits are less frequent than once every two weeks;

(2) every two weeks if visits are more frequent than once every two
weeks, unless work restrictions change sooner; or
(3) upon expiration of the ending or review date of the restriction
specified in a previous report of work ability. Open-ended durations of disability or
restriction may not be given.
B. The report of work ability must be either on the form prescribed by the
commissioner or in a report that contains the same information as the report of work
ability. The report of work ability prescribed by the commissioner shall include:

(1) information identifying the employee and employer, and insurer, if
known;

(2) the date of the most recent examination;

(3) information stating whether the employee is able to work without
restrictions, able to work with restrictions, or unable to work;

(4) work restrictions stated in functional terms, if the employee is able to
work with restrictions;

(5) the date any restriction of work activity is to begin and the anticipated
ending or review date;
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(6) the date of the next scheduled visit;

(7) the signature of the health care provider, license or registratio
number, and identification information; and '

(8) a notice to the employee that a copy of the report must be promptly
provided to the employer or workers’ compensation insurer and assigned qualified
rehabilitation consultant.

C. The report of work ability must be based on the health care provider’s

most recent evaluation of the employee’s signs, symptoms, physical and clinical
findings, and functional status.

D. The report of work ability must be provided to the employee and a copy of
the report must be placed in the employee’s medical record. Promptly upon receipt, the
employee shall submit the report of work ability to the employer or the insurer and the
assigned qualified rehabilitation consultant. The commissioner shall, by written request
under Minnesota Statutes, sections 176.102, subdivision 7, and 176.231, subdivisions 3
and 7, require the filing of a report of work ability when necessary to monitor
compliance with Minnesota Statutes, chapter 176, in accordance with Minnesota
Statutes, sections 176.231, subdivision 6, and 176.251.

Subp. 7. Payment and coding for required and supplementary reporting.

A. No charge may be assessed for completion of a health care provider report
or report of work ability required by subparts 2 and 6, or for a narrative or other report
prepared in lieu of a health care provider report or report of work ability. If a provider
itemizes this service on the billing form, the provider must use code 99080 (special
reports) when reporting this service.

B. A payer or other party may request supplementary reports from the health
care provider for information not required in the health care provider report or the
report of work ability. A provider may charge a reasonable amount for requested
supplementary reports using code 99199 (unlisted special service or report). Payment
for supplementary reports is not subject to the 85 percent payment limit as specified in
part 5221.0500, subpart 2, item F.

Subp. 8. Proper filing of documents with division. A health care provider report or
narrative report required by the division under this part may be filed by facsimile or
electronic transmission, if available at the division. Filing is completed at the time that
the facsimile or electronic transmission is received by the commissioner. A report
received after 4:30 p.m. shall be deemed received on the next open state business day.
The filed facsimile or transmitted information has the same force and effect as the
original. Where the quality of the document is at issue, the commissioner shall require
the original document to be filed.

A narrative report filed with the division must, at the top of the first page, identify
the employee by name, social security number, and date of injury. The name of the
self-insured employer, insurer, and administrator if appropriate, must also be identified.
The filer must identify the reason the report is submitted, and must highlight the
corresponding pertinent sections of the report.

Statutory Authority: MS s 175.171; 176.101; 176.135; 176.1351; 176.136; 176.231;
176.83
History: 18 SR 1472; 25 SR 1142

5221.0420 HEALTH CARE PROVIDER PARTICIPATION WITH RETURN TO
WORK PLANNING.

Subpart 1. Cooperation with return to work planning. In addition to completing
the required report of work ability under part 5221.0410, subpart 6, a health care
provider must participate cooperatively in the planning of an injured employee’s return
to work by communicating with the employee, employer, insurer, rehabilitation provid-
ers, and the commissioner in accordance with this part. A health care provider must
release the employee to return to work, with restrictions if necessary, at the earliest
appropriate time.
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If no qualified rehabilitation consultant has requested an opinion under subpart 2,
item B, subitem (1), the health care provider must respond within ten calendar days of
receipt of a request by the employee, employer, or insurer regarding whether the
physical requirements of a proposed job are within the employee’s medical restrictions
or whether the health care provider requires further information. The health care
provider may respond in writing, in person, or by telephone. The health care provider
may require that the proposed job be described in writing. The provider may also agree
to review a videotape of the job. :

Subp. 2. Communication with assigned qualified rehabilitation consultant. When
an employee is receiving vocational rehabilitation services under Minnesota Statutes,
section 176.102, the health care provider must communicate with the assigned qualified
rehabilitation consultant as follows:

A. A valid patient authorization is required for communication with the
assigned qualified rehabilitation consultant. Under part 5220.1802, it is the assigned
qualified rehabilitation consultant’s responsibility to obtain the patient authorization
and send it to the health care provider. Within ten calendar days of receipt of a request
for information, the health care provider must respond to the assigned qualified
rehabilitation consultant in person, by telephone, or in writing when any of the
circumstances specified in item B occur. When an opinion about a proposed job is
requested, the health care provider may require that the proposed job be described in
writing. The provider may also agree to review a videotape of the job.

B. The health care provider must respond to a request for communication
from the assigned qualified rehabilitation consultant upon initial assignment of a
qualified rehabilitation consultant. Thereafter, the health care provider must respond
to a request no more than once in any 30-calendar day period, except that the provider
must also respond to a request when any of the following occur:

(1) when an opinion is requested regarding whether the physical require-
ments of a proposed job are within the employee’s restrictions;

(2) when there has been an unanticipated or substantial change in the
employee’s condition;

(3) when a job search is initiated; or :

(4) when there has been a change in the employee’s work status.

Subp. 3. Reimbursement for services. A health care provider may not require
prepayment for communication required by this part. The provider must bill the
employer and insurer for the services rendered. Return to work services for communi-
cation directly with the employee alone must be included in the appropriate level of
evaluation and management service. For a return to work service provided to anyone
other than the employee, a provider may charge a reasonable amount under this part
using code 99199 (unlisted special service or report). Payment for return to work
services coded as 99199 under this subpart is not subject to the 85 percent payment
limit as specified in part 5221.0500, subpart 2, item F.

Statutory Authority: MS s 175.171; 176.101: 176.135; 176.1351; 176.136; 176.231;
176.83

History: 18 SR 1472; 25 SR 1142

5221.0430 CHANGE OF HEALTH CARE PROVIDER.

Subpart 1. Primary health care provider. The individual health care provider
directing and coordinating medical care to the employee following the injury is the
primary health care provider. If the employee receives medical care after the injury
from a provider on two occasions, the provider is considered the primary health care
provider if that individual directs and coordinates the course of medical care provided
to the employee. The employee may have only one primary health care provider at a
time. The selection of a provider by an employee covered by a certified managed care
plan is governed by chapter 5218.



5221.0430 FEES FOR MEDICAL SERVICES 516

Subp. 2. Change of health care provider. Following selection of a primary
provider, the employee may change primary providers once within the first 60 days
after initiation of medical treatment for the injury without the need for approval from
the insurer, the department, or a workers’ compensation judge. After the first 60 days
following initiation of medical treatment for the injury, any further changes of primary
provider must be approved by the insurer, the department, or a workers’ compensation
judge. However, at any time throughout the claim, transfer of medical care coordina-
tion due to conditions beyond the employee’s control, such as retirement, death,
cessation from practice of the primary provider, or a referral from the primary provider
to another provider, does not require prior approval. If the employee is covered by a
certified managed care plan, a change of providers is governed by chapter 5218,
Minnesota Statutes, section 176.1351, subdivision 2, clause (11), and procedures under
the plan.

Subp. 3. Unauthorized change; prohibited payments. If the employee or health
care provider fails to obtain approval of a change of provider before commencing
treatment where required by this part, the insurer is not liable for the treatment
rendered prior to approval unless the insurer has agreed to pay for the treatment.
Treatment rendered before a change of provider is approved under this subpart is not
inappropriate if the treatment was provided in an emergency situation and prior
approval could not reasonably have been obtained.

Subp. 4. Change of primary provider not approved. After the first 60 days
following initiation of medical treatment for the injury, or after the employee has
exercised the employee’s right to change doctors once, the department, a certified
managed care organization, or a compensation judge shall not approve a party’s
request to change primary providers, where:

A. a significant reason underlying the request is an attempt to block reason-
able treatment or to avoid acting on the provider’s opinion concerning the employee’s
ability to return to work; '

B. the change is to develop litigation strategy rather than to pursue appropri-
ate diagnosis and treatment;

C. the provider lacks the expertise to treat the employee for the injury;

D. the trave! distance to obtain treatment is an unnecessary expense and the
same care is available at a more reasonable location;

E. at the time of the employee’s request, no further treatment is needed; or

F. for another reason, the request is not in the best interest of the employee
and the employer:

Statutory Authority: MS s 175.171; 176.101; 176.135; 176.1351; 176.136; 176.231;
176.83

History: 18 SR 1472; 25 SR 1142

5221.0500 EXCESSIVE CHARGES; LIMITATION OF PAYER LIABILITY.

Subpart 1. Excessive health care provider charges. A billing charge for services,
articles, or supplies provided to an employee with a compensable injury is excessive if
any of the conditions in items A to I apply to the charge. A payer is not liable for a
charge which meets any of these conditions.

A. the charge wholly or partially duplicates another charge for the same
service, article, or supply, such that the charge has been paid or will be paid in response
to another billing; or

B. the charge exceeds the provider’s current usual and customary charge, as
specified in subpart 2, item B, for the same or similar service, article, or supply in cases
unrelated to workers’ compensation injuries; or

C. the charge is described by a billing code that does not accurately reflect the
actual service provided; or

D. the service does not comply with the treatment standards and requirements
adopted under Minnesota Statutes, section 176.83, subdivision 5, concerning the
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reasonableness and necessity, quality, coordination, level, duration, frequency, and cost
of services; or

E. the service was performed by a provider prohibited from receiving reim-
bursement under Minnesota Statutes, chapter 176, pursuant to Minnesota Statutes,
sections 176.83. 176.103, 176.1351, and 256B.0644; or

F. the service, article, or supply is not usual, customary, and reasonably
required for the cure or relief of the effects of a compensable injury or is provided at a
level, duration, or frequency that is excessive, based on accepted medical standards for
quality health care and accepted rehabilitation standards under Minnesota Statutes,
section 176.136, subdivision 2, clause (2); or

G. the service, article, or supply was delivered in violation of the federal
Medicare anti-kickback statutes and regulations as specified in part 5221.0700, subpart
1a; or

H. where approval for a change of doctor is required by part 5221.0430 for the
provider submitting the charge, and approval has not been obtained from the payer,
commissioner, or compensation judge; or

1. the service is outside the scope of practice of the particular provider or is
not generally recognized within the particular profession of the provider as of therapeu-
tic value for the specific injury or condition, under Minnesota Statutes, section 176.136,
subdivision 2, clause (3).

Subp. 2. Limitation of payer liability. A payer is not liable for health care charges
which are excessive under subpart 1. If the charges are not excessive under subpart 1, a
payer’s liability for payment of charges is limited as provided in items A to F.

A. If the medical fee schedule applies to the service according to part
5221.4000, subpart 3, the payer’s liability shall be limited to the maximum amount
allowed for any service, article, or supply in the medical fee schedule in effect on the
date of the service, or the provider’s usual and customary fee, whichever is lower.

B. Except as provided in items C to F. if the maximum fee for service. article,
or supply is not limited by parts 5221.4000 to 5221.4070, the payer’s liability for
payment shall be limited to 85 percent of the provider’s usual and customary charge, or
85 percent of the prevailing charge for similar treatment, articles, or supplies furnished
to an injured person when paid for by the injured person, whichever is lower.

(1) A usual and customary charge under Minnesota Statutes, section
176.136, subdivision 1b, paragraphs (a) and (b), means the amount actually billed by
the health care provider to all payers for the same service, whether under workers’
compensation or not, and regardless of the amount actually reimbursed under a
contract or government payment system.

(2) A prevailing charge under Minnesota Statutes, section 176.136,
subdivision 1b, paragraph (b), is the 75th percentile of the usual and customary charges
as defined in subitem (1) in the previous calendar year for each service, article, or
supply if the database for the service meets all of the following criteria:

(a) the database includes only Minnesota providers, with at least
three different, identifiable providers of the same provider type, distinguished by
whether the service is an inpatient hospital service, or an outpatient physician,
pathology, laboratory, chiropractic, physical therapy or occupational therapy service, or
provider of other similar service, article, or supply;

(b) there are at least 20 billings for the service, article, or supply; and

(c) the standard deviation is less than or equal to 50 percent of the
mean of the billings for each service in the data base or the value of the 75th percentile
is not greater than or equal to three times the value of the 25th percentile of the
billings.

C. Under Minnesota Statutes, section 176.136, subdivision 1b, paragraph (a),
payment for services, articles, and supplies provided to an employee while an inpatient
or outpatient at a hospital with 100 or fewer licensed beds shall be 100 percent of the
usual and customary charge as defined in item B, unless the charge is determined by
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the commissioner or compensation judge to be unreasonably excessive. The payer’s
liability for services provided by a nursing home that participates in the medical
assistance program shall be the rate established by the commissioner of human services.

D. Under Minnesota Statutes, section 176.136, subdivision 1b, paragraph (b),
payment for services, articles, and supplies provided to an employee who is an inpatient
at a hospital with more than 100 licensed beds shall be limited to 85 percent of the
hospital’s usual and customary charge as defined in item B, or 85 percent of the
prevailing charge as defined in item B, whichever is lower. Outpatient charges for
hospitals with more than 100 beds are limited by the maximum fees for any service set
forth in parts 5221.4000 to 5221.4070. For hospitals with more than 100 beds, liability
for outpatient charges that are not included in parts 5221.4000 to 5221.4070 is limited
to 85 percent of the hospitals usual and customary, or prevailing charge, as described in
item B. A hospital charge is considered an inpatient charge if the employee spent
either the night before or the night after the service in the hospital, and there is an
overnight room charge.

E. Charges for cost of copies of medical records and postage are governed by
parts 5219.0100 to 5219.0300 and are not subject to the 85 percent reimbursement limit
specified in item B. Travel expenses incurred by an employee for compensable medical
services shall be paid at the rate equal to the rate paid by the employer for ordinary
business travel expenses, or the rate paid by the state of Minnesota under the
commissioner’s plan for employment-related travel, whichever is lower. Reimbursement
for employee travel expenses is not subject to the 85 percent reimbursement limit
specified in item B.

F. Charges for supplementary reports that are not required reports under part
5221.0410, subpart 7, and charges for return to work services under part 5221.0420,
subpart 3, are not subject to the 85 percent reimbursement limit specified in item B.

Subp. 3. Collection of excessive charges. A provider may not collect or attempt to
collect payment from an injured employee, or any other source, charges for a
compensable injury which the payer has determined are excessive under subpart 1 or
which exceed the maximum amount payable specified in subpart 2, unless payment is
ordered by the commissioner, compensation judge, or workers’ compensation court of
appeals. Unless the provider or the employee has filed a claim for a determination of
the amount payable with the commissioner, the health care provider must remove the
charges from the billing statement. If a dispute exists as to whether an employee’s
injury is compensable under Minnesota Statutes, chapter 176, and the employee has
general health insurance, payment of medical bills is governed by Minnesota Statutes,
section 176.191, subdivision 3.

Statutory Authority: MS s 175.171; 176.101; 176.135; 176.1351; 176.136; 176.231; .
176.83

History: 9 SR 601; 13 SR 2609; 18 SR 1472: 25 SR 1142
5221.0550 [Repealed, 18 SR 1472]

5221.0600 PAYER RESPONSIBILITIES.

Subpart 1. Compensability. This chapter does not require a payer to pay a charge
for a service that is not for the treatment of a compensable injury or a charge that is
the primary obligation of another payer.

Subp. 2. Determination of excessiveness. Subject to a determination of the
commissioner or compensation judge, the payer shall determine whether a charge or
service is compensable by evaluating the charge and service according to the conditions
of excessiveness and payer liability specified in part 5221.0500, subparts 1 and 2, and
Minnesota Statutes, section 176.136, subdivision 2. If the payer determines that the
provider has assigned an incorrect code for a service, the payer may determine the
correct code for the service and evaluate liability for payment on the basis of the
correct code.
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Subp. 3. Determination of charges. As soon as reasonably possible, and no later
than 30 calendar days after receiving the bill, the payer shall:

(1) pay the charge or any portion of the charge that is not denied;

(2) deny all or a portion of a charge on the basis that the injury is
noncompensable; the charge is excessive or noncompensable under Minnesota Statutes,
section 176.136, subdivision 2; or part 5221.0500, subparts 1 and 2; or the charges are
not submitted on the appropriate billing form prescribed in part 5221.0700; or

(3) request specific additional information to determine whether the
charge or the condition is compensable. The payer shall make a determination as set
forth in subitems (1) and (2) no later than 30 calendar days following receipt of the
provider’s response to the initial request for specific additional information.

Subp. 4. Notification. Within 30 calendar days of receipt of the bill, the payer shall
provide written notification to the employee and provider of denial of part or all of a
charge, or of any request for additional information. Written notification shall include:

A. the basis for denial of all or part of a charge that the payer has determined
is not for a compensable injury under part 5221.0100, subpart 6;

B. the basis for denial or reduction of each charge and the specific amounts
being denied or reduced for each charge meeting the conditions of an excessive or
noncompensable charge under part 5221.0500, subparts 1 and 2, or Minnesota Statutes,
section 176.136, subdivision 2;

C. denial of a charge for failure to submit it on the billing form prescribed in
part 5221.0700, subpart 2; and

D. a request for an appropriate record or the specific information requested
to allow for proper determination of the bill under this part.

The payer shall specify the applicable rule, part, and subpart in this chapter
supporting its denial or reduction of a charge. A general statement that a service or
charge “exceeds the fee schedule or treatment parameters” is not adequate notifica-
tion.

If payment is denied under item B, C, or D, the payer shall reconsider the charges
in accordance with this rule as soon as reasonably possible, and no later than 30
calendar days after receipt of additional relevant information or documents. Notice of
denial of part or all of a charge shall be given by the payer consistent with the
guidelines in this subpart.

Subp. 5. Penalties. Failure to comply with the requirements of this part may
subject the payer to the penalties provided in Minnesota Statutes, sections 176.221,
176.225, and 176.194.

Subp. 6. Collection of excessive payment. Any payment made to a provider which
is determined to be wholly or partially excessive, according to the conditions prevailing
at the time of payment, may be collected from the provider by the payer in the amount
that the reimbursement was excessive. The payer must demand reimbursement of the
excessive payment from the provider within one year of the payment.

Statutory Authority: MS s 175.171; 176.101: 176.135: 176.1351: 176.136; 176.231;
176.83

History: 9 SR 601; 13 SR 2609; 18 SR 1472; 25 SR 1142

5221.0650 DATA COLLECTION, RETENTION, AND REPORTING REQUIRE-
MENTS.

Subpart 1. Scope. This part applies to workers’ compensation insurers, self-
insurers, group self-insurers, adjusters, and third-party administrators who act on behalf
of an insurer, self-insurer, the assigned risk plan, and the Minnesota Insurance
Guaranty Association.

Subp. 2. Purpose. The purpose of this part is to establish procedures and
requirements for reporting medical and related data regarding treatment of work-
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related injuries. The data shall be provided in order for the department to monitor and
evaluate medical services and supplies under Minnesota Statutes, chapter 176.

Subp. 3. Retention period. Data described in subpart 4 shall be collected and
stored by the parties listed in subpart 1, beginning July 1, 1994, for all medical services
and supplies provided to an employee under Minnesota Statutes, chapter 176, for ten
years from the date of injury, or four years from the date the claim is closed, whichever
is later.

Subp. 4. Required data. The data in items A and B shall be collected and stored by
the parties listed in subpart 1.
A. Required data for professional services and supplies includes all elements
required on the uniform billing form under part 5221.0700, subpart 2a, and:

(1) an indication of open or closed claim status;

(2) an indication of whether the employee was incapacitated from
performing labor or service for more than three calendar days under Minnesota
Statutes, section 176.231, subdivision 1;

(3) the amount of payments made for individual medical services, articles,
and supplies; and

(4) the name of the managed care plan if services were provided under
contract with or referral by a certified workers’ compensation managed care plan.

B. Required data for inpatient and outpatient hospital services and supplies
includes all elements required on the uniform billing form under part 5221.0700,
subpart 2b, and:

(1) an indication of open or closed claim status;

(2) an indication of whether the employee was incapacitated from
performing labor or service for more than three calendar days under Minnesota
Statutes, section 176.231, subdivision 1; and

(3) the name of the managed care plan if services were provided under a
contract with or referral by a certified managed care plan for workers’ compensation.

Subp. 5. Reporting requirements. The data in subpart 4 shall be periodically
sampled according to the sampling specifications prescribed by the research design for
a study initiated by the commissioner under Minnesota Statutes, sections 175.17,
175.171, 176.103, and 176.1351. The samples shall be reported within 90 days of the
request of the commissioner. The requested data shall be provided without charge to
the department by a mutually agreeable standard of information exchange such as hard
copy, computerized form, or electronic data interchange.

Statutory Authority: MS s 175.171; 176.101; 176.135; 176.136; 176.231; 176.83
History: 18 SR 1472

5221.0700 PROVIDER RESPONSIBILITIES.

Subpart 1. Usual charges. No provider shall submit a charge for a service which
exceeds the amount which the provider charges for the same type of service in cases
unrelated to workers’ compensation injuries.

Subp. 1a. Conflicts of interest. All health care providers subject to this chapter are
bound by the federal Medicare antikickback statute in section 1128B(b) of the Social
Security Act, United States Code, title 42, section 1320a-7b(b), and regulations adopted
under it, pursuant to Minnesota Statutes, section 62J.23. Any medical services or
supplies provided in violation of these provisions are not compensable under Minneso-
ta Statutes, chapter 176.

Subp. 2. Submission of information. Providers except for hospitals must supply
with the bill a copy of an appropriate record that adequately documents the service and
substantiates the nature and necessity of the service or charge. Hospitals must submit
an appropriate record upon request by the payer. All charges billed after January 1,
1994, for workers’ compensation health care services, articles, and supplies, except for






